A 49-year-old woman presented with progre ssive dysphagia of several months' duration accompanied by a pressure sensation at the lower anterior base of her neck. Her medical history was significant for type II diabetes , hypertension, hypertriglyceridemia, obesity, anxiety, and depression. Labvalues wereunremarkable.
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Physical examination revealed no neck mass. The remainder of her head and neck examination was within normal limits. On ultrasound, a cystic lesion measuring 4.0 x 2.7 x 3.6 em was seen, abutting and immediately caudal to the thyroid isthmus. There were no pathologic findings within the thyroid gland and no neck lymphadenopathy.
Computed tomography (CT) of the neck with intravenous contrast revealed a cystic mass of similar dimensions adhering to the anterior tracheal surface and occupying the space between the thyroid isthmus and the aortic arch. Because of mass effect, there was splaying of the inferior poles of the thyroid lobes and the left and right innominate veins (figure 1).
The cytologic findings of an ultrasound-guided fine-needle aspiration biopsy were of rare macrophages, inflammatory cells, and proteinaceous debris, consistent with cystic contents; there was no evidence of malignant cells.
The patient underwent exploration of the lower neck and upper anterior mediastinum bya cervical approach. A cysticlesion at the superior anterior mediastinum was identified. It was meticulously dissected and entirely removed. Histopathology revealed a unilocular cystic cavity containing parathyroid cells in rare residual groups on an otherwise flat lining and in focal nests Harvest results, not patient tissue,'
The Biodesign~O tolog ic Repair Graft, indicated for use in tympanoplasty and myringoplasty, is easy to manipu late, allows for improved surgical precision duri ng graft placement, and reduces the need to harvest autologous tissue , which decreases intraoperative time an aver age of 10 minutes."
Find out more, within its fibrous wall, indicative of a parathyroid cyst (figure 2). Parathyroid cysts are rare lesions of the neck and mediastinum with a peak incidence in the fourth and fifth decades of life.!" These cysts are generally divided into nonfunctional or functional, based on their hormonal activity, and can rarely lead to hypercalcemic crisls.!" There are several theories for the pathogenesis of these cysts, including remnants ofbranchial clefts, retention cysts, coalescence of numerous minute cystic lesions, or degeneration of an adenoma. ' The clinical presentation is varied and ranges from an incidental finding on imaging or physical examination in the asymptomatic patient to a neck mass with compressive symptoms, recurrent laryngeal nerve palsy, and sometimes hyperparathyrcidism.iv' The mainstay of diagnosis includes neck ultrasonography, CT, or magnetic resonance imaging, with nonspecific findings of a benign-appearing homogeneous cystic lesion.' Detection ofparathyroid hormone in fine-needle aspiration can facilitate the diagnosis, as parathyroid cysts can be easilymisdiagnosed as thyroid cysts or other cystic lesions of the neck," Histopathology will reveal a smooth cystic lesion lined with cuboidal epithelium and nests of parathyroid cells within its wall."
Nonfunctioning asymptomatic cysts can be observed with routine follow-up. Symptomatic nonfunctioning cysts can be treated with fluid aspiration/ or sclerotherapy in recurrent cases with the risk of fibrosis.'?'!' Although needle aspiration may lead to definitive resolution in some cases," surgical resection is warranted in many cases as a diagnostic procedure, for the treatment of hyperparathyroidism (in cases of functional cysts), and because of the rare possibility of 60 -www.entjournal.com parathyroid carcinoma presenting as a cystic neck or mediastinal mass.":"
The location and size of the parathyroid cyst will dictate the appropriate surgical approach. The cervical approach will enable the resection oflesions in the neck and upper mediastinum, whereas large mediastinal lesions and lower or posterior mediastinal lesions will require thoracotomy, median sternotomy, or thoracoscopy,"
